Carcinoma of the breast includes a number of histological subtypes of which the two most common are infiltrating duct carcinoma (IDC) and infiltrating lobular carcinoma (ILC). Seventy to eighty percent of all breast carcinomas are IDCs and ILC is the second most frequent type, accounting for at least 8% (Martinez & Azzopardi, 1979) . Despite considerable recent interest in the clinical, histopathological and hormone receptor aspects of ILC and despite the fact that there have been many studies of the pattern of metastases produced by carcinoma of the breast (Willis, 1967; Viadana et al., 1973a, b; Cifuentes & Pickren, 1979; Amer, 1982) , there is very little published information about the comparative metastatic patterns of ILC and IDC. Clinical experiences with a number of patients suggested to us that ILC might have a distinctive metastatic pattern and we therefore set out to examine this possibility by comparing the sites of metastases in cases of IDC and ILC, using both clinical and autopsy data. 
Materials and methods

Results
Clinical series
The cases analysed are outlined in Table I . Abdomen/CNS the retroperitoneum there was a similar pattern; in severe cases this imparted a rigidity to the tissue and in one case the retroperitoneum was described as thickened and woody-hard. A much smaller percentage of IDC cases had peritoneal metastases and these were usually in the form of nodular masses rather than the diffuse pattern seen in ILC. In 8/13 cases of ILC with diffuse retroperitoneal spread there was some degree of hydronephrosis, either bilateral (4 cases) or unilateral (4 cases). In seven of the cases dilatation was confined to the renal pelvis and only one had any ureteric dilatation. In three cases where the ureters were examined histologically there was a sparse infiltrate of carcinoma cells in the muscle coats with the lumen apparently remaining patent (Figure 3 ). Only one case of IDC was associated with hydronephrosis and this was due to a large pelvic mass of metastatic tumour. Further manifestations of this diffuse intra-abdominal metastatic process were infiltration of myometrium, endometrium, uterine cervix and ovaries and also of the stomach. In the stomach the extent of involvement varied from localised to extensive but it was always a diffuse spreading process with carcinoma cells in serosa, muscularis propria, submucosa and often isotope in the renal pelvis noted incidentally on routine bone scanning.
There is little recorded information about ureteric obstruction due to carcinoma of the breast but three reports are of interest. Geller & Lin (1975) described two such cases. Case 1 was recorded as being due to IDC but the photomicrograph (their Figure 2) is suggestive of an infiltrating lobular carcinoma; in their Case 2 the histology is not specified but the relevant photomicrograph (their Figure 4) Most interesting is the study of Merino & Livolsi (1981) who reported on 24 cases of the signet ring cell variant of ILC. They noted a propensity for involvement of serous surfaces mimicking gastrointestinal disease or retroperitoneal fibrosis and 5 of the patients had hydronephrosis due to diffuse tumour cell infiltration of the ureteric walls. Our findings support their observations but indicate that these phenomena are related to lobular carcinoma in general, not just to its signet ring cell variant.
Stomach and intestine Six of our 14 autopsied cases of metastatic ILC had involvement of the stomach and an additional 4 involved the intestinal wall. Only 5/75 metastatic IDCs had spread to the stomach or intestine. In the case of the lobular carcinomas the pattern of infiltration was distinctive with diffuse infiltration of serosa, muscularis propria, submucosa and mucosa by carcinoma cells. In the stomach this produced a linitis plastica-like thickening of the wall and in one case there were associated deep ulcers. In contrast, the ductal metastases produced nodular masses.
The phenomenon of gastro-intestinal metastases from breast carcinoma is recorded by Sung et al. (1964) , Graham & Goldman (1964) and Klein & Sherlock (1972) amongst others. However, most interesting in the present context is the report by Cormier et al. (1980) of 33 patients with linitis plastica due to metastases from lobular carcinoma of the breast; they did not see any cases with a linitis plastica pattern resulting from ductal carcinoma which, they noted, produced discrete nodules.
Our findings confirm these observations and there seems little doubt that this form of gastric metastasis is mainly, if not exclusively, associated with ILC. Its occurrence may be of clinical importance since the gastro-intestinal symptoms which can occur as a result may lead to radiological and biopsy evidence suggestive of a primary gastric carcinoma and thus to inappropriate management.
Uterus
Six of our 14 cases of lobular carcinoma showed diffuse infiltration involving myometrium, endometrium and, in one case, cervix. The uterus is an unusual site for metastasis but a recent paper by Kumar & Hart (1982) reports on 63 extragenital neoplasms metastasising to the uterine corpus; of these 29 (42.9%) were breast carcinomas and, whilst they are not fully analysed with regard to histological type, two cases cited in some detail were respectively infiltrating lobular and signet ring carcinomas (which is often a variant of lobular carcinoma). In the first of these the pattern of infiltration of the endometrial stroma had suggested to the referring pathologist the possibility of endometrial stromal sarcoma or adenosarcoma. In one of our own cases cervical and bladder biopsies showed signet ring carcinoma which was regarded as being possibly primary in the bladder until it was discovered that there had been a previous mastectomy for infiltrating lobular carcinoma. Clearly there are important implications for the interpretation of uro-genital tract biopsies from patients having lobular carcinoma of the breast. The histological recognition of metastatic ILC in these and other situations may be difficult.
However, metastatic ILC maintains its characteristic small cell pattern often with dissociated cells and cells arranged in single files. This coupled with the use of PAS/Alcian blue staining to demonstrate the typical morphology of the intra-cytoplasmic lumina which are a characteristic feature of ILC (Gad & Azzopardi, 1975) should raise the suspicions of the histopathologist and lead him to seek any relevant history of an antecedent or co-existent breast tumour.
In summary, our data suggest that ILC behaves differently from IDC with regard to metastatic pattern and there is some support for our views in the rather fragmentary literature. Knowledge of these differences may prove important in assessing clinical symptoms and signs in patients known to have breast cancer and in interpreting biopsies and X-rays from such patients. Furthermore, the phenomena described here may well indicate important biological differences between IDC and ILC but the nature of these differences is presently obscure.
